& Glynn (1962) succeeded in rendering rabbits hypersensitive to their own fibrin, whereby injection of fibrin into one of their joints caused an inflammatory arthritis with histology of the rheumatoid type.
Other workers have injected suspensions of colloidal gold into a joint and then exercised it (Ziff 1965) . Subsequent synovial sections showed the gold particles deeply embedded within the synovium, suggesting that they had been mechanically propelled deep inside the synovial tissue.
If exercise of a joint propels some antigenic material deep in amongst the synovial layers as opposed to leaving it lying free in the joint cavity, the influence of rest and exercise might well be explained. Whilst this is too facile for a complete explanation, it indicates a possible mechanism.
Acute trauma frequently precipitates local exacerbations of rheumatoid arthritis and many patients attribute the onset of the disease in a particular joint to a specified injury. However, this rarely seems to be of significance in the full natural history of the disease.
Repeated trauma, particularly when severe, seems to influence disease progression in certain cases, but in most patients there is no correlation between trauma and joint changes.
The more obvious radiological difference between right and left sides in the seronegative erosive subgroup than in the series as a whole could be explained by the hypothesis that such cases are a variant of the general disease process. Perhaps in seropositive cases internal etiological factors are more important and the joint changes therefore tend to be more symmetrical, whereas in the seronegative cases external factors such as trauma are more important. Therefore changes are more marked on the dominant side.
Summary and Conclusions
This study has confirmed that right wrists are more severely affected than left ones and that the involvement is commonly earlier on the right. Nevertheless, 40% of patients have symmetrical joint involvement. Whilst the left-handed group lacked the right-sided bias of the others there was no suggestion of any left-sided bias.
The small group of heavy-workers appeared to show an intensification of the unequal involvement.
No other mechanical factors seemed to be exerting a major influence on the rheumatoid wrist joint and the most impressive finding was the large number of patients who regarded their wrists as progressing in parallel.
Radiological changes were symmetrical in a majority of cases and did not show the same right-sided bias as symptoms.
From this study, it is concluded that mechanical factors exert a significant influence on the severity of joint changes and perhaps on the onset of wrist-joint involvement in rheumatoid arthritis, but that in many cases other factors seem more important.
The seronegative subgroup which may represent a variant of rheumatoid arthritis more sensitive to traumatic influences appears to be the one in which careful attention to reducing mechanical trauma may be most successful. The purpose of this paper is to stress the interdependence of body and mind in disorders of the locomotor system, and the reaction of the corporate body and mind of society to such disorders. In these terms rehabilitation is essentially a philosophy dependent upon the interaction of the underprivileged individual and the society and environment in which he lives. Of these three variable factors, the two latter are susceptible to changewitness the changing attitude of society through the ages to those with chronic disabling disorders: from rejection to charitable recognition and finally to acceptance and participation. The third factorthe individualis virtually immutable, his personality being dependent upon genetic constitution and early environmental factors.
Psychosomatic Problems of Rehabilitation
It is now widely accepted that every physical illness has an emotional concomitant of varying degree and in chronic disorders of the locomotor system, where the etiology is often ill-defined and the treatment symptomatically suppressive or empirical, it is important to consider this factor more carefully. The emotional factor must be considered in its perspective to rehabilitation, for undue emphasis may be as misleading as inadequate recognition.
The perfectly adjusted individual acclaims health, accepts illness and adjusts to chronic disability. It is very exceptional to meet such a person, however; most people with chronic disabling disorders encounter, and attempt to cope with, a bewildering range of emotional reactions, some of which are indicated in Fig 1 and Table 1 . Successful rehabilitation and resettlement is, of course, not possible without an accurate diagnosis, a well-defined prognosis and the co-operation of all concerned in treatment. Emotional factors may produce physical symptoms or contribute to those arising from physical disease processes, thus causing errors in diagnosis, or incomplete diagnosis.
In disorders of the locomotor system the following symptoms may be misinterpreted: 
Muscle Weakness
Muscle weakness may be of neurogenic or myogenic origin or due to inhibition by pain or lack of voluntary effort. It may be difficult to distinguish these forms, even electromyographically, unless evidence of denervation or myopathic potentials is presentthe only findings may be absent motor unit potentials or a reduced interference pattern. The demeanour and personality of the patient, together with the unsustained contraction of voluntary inhibition will, however, help identify weakness of hysterical origin. Not infrequently hysterical weakness may be superimposed upon or supersede weakness of organic origin.
Case 1 Mrs G M, aged 42 Long-standing hypertension treated by sympathectomy. Recent right sciaticaexamination revealed full straight leg raising and diffuse weakness of right leg of non-organic origin. A previous episode of acute cervical disc derangement resulted in diffuse weakness of either arm successively.
Case2 Mrs R S, aged 51
Ten-year history of low backache and right sciatica with myelographic evidence of disc protrusion at L4-5 and L5-SI levels. Examination revealed 'la belle indifference' -a hysterical right hemiparesis and hemi-aniesthesia of the right leg. No apparent psychogenic or environmental factors, therefore probably related to chronic discomfort in a person with a low pain threshold.
Case 3 Miss M G, aged 41 Congenital right hemiplegia. Low IQ. Episodes of falling and difficulty in walking due to superimposed hysterical weakness related to insecurity and disturbance of domestic circumstances.
Muscle Spasm
Muscle spasm may be protective in relation to trauma or disease or may be an outward and physical manifestation of internal conflict resulting in anxiety and tension. Perhaps the commonest presentation of increased muscle tension is generalized hyperreflexia in the absence of other pyramidal signs. Psychogenic backache is also well recognized and in my experience spasm of the trapezii is also often of emotional origin, particularly in young women. This is frequently a presenting symptom of immigrant wives who are unable to acquire the language of their adoptive country and are torn between the desire to return to their own country and to remain with their husbands. Likewise, young married working women are torn between satisfying the needs of their maternal instinct and competing in the materialistic society in which we live.
Case 4 Mr J J, a'ged 42 Fracture of first left metacarpal. Flexion deformity of left elbow: this was of hysterical origin and no doubt related to the fact that the injury had occurred at work and that his wife and young daughter had recently left him.
Case 5 Mrs D C, aged 34 Injury at work to left medial epicondyle. Presented with flexion spasm of left fourth and fifth fingers. Mistakenly diagnosed as ulnar nerve paresis. Faradic stimulation of finger extensors resulted in correction of deformity, but relief was short lived, the underlying unconscious motivation being compensation.
Case 6 Mrs E H, aged 48 Road traffic accident in June 1964 resulted in a whiplash injury to the neck. Admitted in May 1965 with hysterical right torticollis which resolved temporarily after manipulation under anasthesia and continuous cervical traction. The associated depression and anxiety resulted in readmission following diazepam over-dosage. Once again the main factor was delayed settlement of compensation.
Disturbance ofCo-ordination This appears to be a less well recognized hysterical manifestation. During the past year we have encountered 3 cases of bizarre ataxia which have been intensively investigated with virtually negative results.
Case 7 Mrs F W, aged 73 Epilepsy since age 14 years, controlled by anticonvulsants. Myxcedema for fourteen years. Dorsal kyphosis and cervical spondylosis. Admitted with a six-week history of unsteadiness in walking and feeling of deadness of arms, hands and legs. Examination revealed gross bizarre ataxia of gait and of left arm. Investigated with negative resultstentative diagnosis of myxcedematous infiltration of cerebellum. It later transpired that her symptoms were related to the stress of looking after her husband who had had three strokes, and coincided with his return home from intermittent geriatric hospital care. She responded dramatically to suggestion and acupuncture.
Case 8 Mrs R A, aged 52
Previous history of radical mastectomy for carcinoma of breast, laminectomy for prolapsed lumbar intervertebral disc and duodenal ulcer. Was admitted with gross ataxia of gait but no nystagmus or cerebellar signs in the limbs. Investigated with carotid and vertebral angiography with negative results but air encephalography showed mild cerebral atrophy. Her ataxia was undoubtedly of hysterical origin and related to her previous multiple physical illnesses. She responded well to supportive therapy and physiotherapy and was discharged walking without assistance.
Case 9 Mr J McN, aged 36 An Irishman who stated that he was a teacher but had to discontinue his profession because of epilepsy.
Was admitted with gross ataxia. Examination revealed finger-nose ataxia in right arm, intention tremor of right leg and posterior column and possibly superficial sensory loss in the right leg. These signs all required co-operation and involvement of the patient but had previously been interpreted as early multiple sclerosis.
Further investigation revealed that he was separated from his wife and family, lived in an obscure 'transport hotel' and had been admitted to several hospitals with similar symptoms, always taking his own discharge. The basis for his hysterical symptoms was his possible epileptic personality change and lack of social security.
Disturbance ofSensation
This results from a conceptual misinterpretation of sensory innervation, and has been encountered in two patients, both young married women who had lumbar disc lesions and a hemi-anmsthesia on the same side as the root pain. In one instance laminectomy was contemplated but abandoned on the finding of such diffuse 'sensory loss'. In both cases the symptoms originated from lack of marital affection, one husband spending much time travelling in relation to his occupation and the other being obsessed by athletic fitness and sporting activities. This led Dr W J Cahill and myself to coin the phrase 'deprived wife syndrome', which is also applicable to a large number of women who have undergone hysterectomy and present with an exaggerated response to minor musculoskeletal symptoms.
Failure ofCommunication
This may, of course, be due to hysterical aphonia or aphasia and lack of identification of the latter led to some months' delay in rehabilitation in a patient who later proved to be one of our outstanding successes.
Case 10 Mr T Y, aged 39
Had a subarachnoid hvmorrhage from an intracranial aneurysm which was explored: a large right frontal subdural heematoma was removed. He was left with a left homonymous hemianopia and left hemiplegia, and later developed flexion contractures of both hips and knees, and mutism. As he was right handed it was considered that his speech centre was unlikely to be involved and the mutism was possibly a hysterical symptom. Abreaction under sodium amytal and methyl benzedrine (Dr D Stafford-Clark) confirmed this and his speech slowly returned. Ability to communicate aided the rehabilitation-programme considerably and he was finally discharged walking well with the aid of a stick and speaking fluently.
Case 11 Miss AR, aged 64 This patient has severe rheumatoid arthritis and hypertension with cerebral arterial disease, and develops hysterical aphonia when stresses and strains of life become intolerable for her.
All these errors in diagnosis could be, avoided if it were routine clinical practice to adopt the holistic approachin particular considering the Her childhood had been disrupted by the death of her parents and inadequate schooling and she has since been cared for by an elderly aunt and uncle who have shrouded her with over-protection. When aged 22 she was able to take a course in dressmaking but became bored and then went to an art college for three years. She tells with delight her subsequent failure to obtain forty-nine jobs and now has a totally dependent attitude.
Of course rehabilitation and resettlement are impossible in those persons who have already opted out of society and this is well illustrated by the following case.
Case 16 Mr W G, aged 55 Left hemiplegia due to hypertension. He had been rather backward at school and always indecisive and the 'odd man out'. He entered the family business but was largely protected and supported by his mother. When she died he left home, but found the stress of ordinary employment intolerable, and for the past twelve years has been living an itinerant existence in lodgings and Salvation Army hostels. His age and long history of inadequacy therefore contraindicated any attempt at resettlement.
There are many agencies, both State and other, with numerous personnel, available to help in the rehabilitation and resettlement of the handicapped individual (Table 5 ). The individual can take advantage of these facilities either by fully accepting them or by 'playing off' agencies or individuals against each other and remaining totally dependent. Similarly the numerous persons involved and their varying interpretation of a situation and emotional reaction to the patient can determine the final outcome of resettlement.
alter: the courage to alter those things which I can alter; and the wisdom to distinguish the ones from the others.' Acknowledgments: I am grateful to Dr P Hume Kendall for allowing me access to the patients under his care, and to Dr J H Kahn and Dr D Stafford-Clark and many other psychiatrists for their helpful informal discussions on this topic.
Mr L G P Shiers showed a film entitled Arthroplasty of the Knee: A New Operation.
In conclusion, I think the prayer adopted by Alcoholics Anonymous is equally applicable in rehabilitation and resettlement: 'God give me the detachment to accept those things I cannot 
